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Gallbladder perforation: Mystery continues to unravelDear Sir,
We read the article “Gallbladder perforation: case series and
systematic review” by Date RS et al. with great interest. The authors
havedescribeda caseseries of 19patients of non traumatic gallbladder
perforation treated at a British teaching hospital from 2004 to 2008.
The authors1 have divided the cases into three subtypes based on
Niemeier’s classiﬁcation; nine patients of type I, nine of type II and
one of type III. Six out of nine patients, described by the authors1 as
Niemeier type I GBP, were clinically diagnosed ac acute cholecystitis.
Furthermore, one of these nine patients of Niemeier type I GBP was
clinically diagnosed as small bowel obstruction. It needs to be high-
lighted that type I Niemeier GBP is diagnosed in a patient who pres-
ents clinically with acute generalized peritonitis due to free
perforation gallbladder andwarrants urgent exploratory laparotomy.
So,we feel that these sevenpatients (sixof acute cholecystitis andone
of small bowel obstruction) classiﬁed as type I Niemeier GBP by the
authors1 should have been categorized as Type II Niemeier GBP. In
our experience of 15 cases of GBP,2 the mortality was 12.5% (1/8) in
type I and 42.8% (3/7) in type II Niemeier GBP.2 The high mortality
in type II Niemeier GBP may be explained due to delay in diagnosis
as the condition masquerades other common surgical conditions
and so speciﬁc treatment is usually delayed.On the contrary, Patients,
presenting with Type I GBP, have free ﬂow of bile into the peritoneal
cavity which sets biliary peritonitis. These patients are readily taken
up for urgent laparotomy in view of acute peritonitis leading to early
cholecystectomy. We also concluded that high index of suspicion is
required to diagnose type II GBP. Patients presenting with clinical
features of acute pancreatitis or acute cholecystitis, who have signs
of localized peritonitis, a grossly elevated leukocyte count/normal
serum amylase level, and who do not respond rapidly to expectant
line of treatment, should be evaluated with an early abdominal CT
scan to exclude the presence of type II GBP.
The authors1 have proposed a management algorithm for type II
Niemeier GBP based on their experience. We believe that many
windowshavebeen left open in theproposedalgorithm.Theauthors1
have recommended that those patients of type II Niemeier GBP who
were initially unﬁt for cholecystectomy should undergo surgery, if
found ﬁt following initial open/radiological drainage of gallbladder.
There were four patients of type II Niemeier GBP in the case series
reported by the authors who were unﬁt for cholecystectomy at the
initial presentation and so, underwent open/radiological drainage
GBP. We believe that further management of this group of patients
should depend on presence of gallstones. There were gallstones
present in 15 of the 19 patients (78.9%) of GBP in the series presentedDOI of original article: 10.1016/j.ijsu.2011.12.004.
1743-9191/$ – see front matter  2012 Surgical Associates Ltd. Published by Elsevier Lt
doi:10.1016/j.ijsu.2012.03.014by the authors.1 Cholecystectomy seems to be an unnecessary inter-
vention in these patients if there are no gallstones and there is no
more output through the drainage tube. It will also be interesting to
note that what happened to the two patients of type II Niemeier
GBP who were initially unﬁt even for open/radiological drainage
and were managed with appropriate antibiotics only.
The authors1 have not given account of histopathological assess-
ment of resected gallbladder specimens and follow up of these
patients which would have further completed the study. Though
gallbladder perforation is considered as a complication of acute
cholecystitis, histopathological ﬁndings of Xanthogranulomatous
cholecystitis and chronic cholecystitis are not uncommon in the
resected gallbladder specimens. In our experience of 15 cases of
GBP (type I and II Niemeier GBP), histopathological examination
of resected gallbladder specimens revealed ﬁndings suggestive of
acute cholecystitis in ﬁve, Xanthogranulomatous cholecystitis in
ﬁve and chronic cholecystitis in four patients.
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